Introduction
============

Work disability is one of the major economic consequences among patients with chronic inflammatory diseases such as RA, AS and PsA. In an overview of cross-sectional studies including patients with a diagnosis of RA, work disability rates ranged from 13% after a mean disease duration of 6 months to 67% after an average disease duration of 15 years \[[@B1]\]. In an overview among patients with AS, work disability rates were somewhat lower and ranged from 3% after 8 years to 50% after 45 years of disease \[[@B2]\]. Less is known about work disability as a consequence of PsA. The employment rate in patients with PsA is significantly lower than that seen in the general population, but higher than in the RA population and slightly lower than in the AS population \[[@B3]\]. In the studies included in these reviews, patients with RA and AS were treated with conventional DMARDs, whereas treatment of patients with AS mainly consisted of treatment with NSAIDs and physical therapy. During the past decade, a number of anti-TNF therapies have been introduced for the treatment of RA, AS and PsA. Treatment with anti-TNF agents has proved clinically effective in all three patient populations \[[@B4]\], but there are few and conflicting data available on the effect of anti-TNF agents on working status \[[@B11]\].

Since 2001, rheumatologists in the UK have been submitting clinical and demographic data to a national register \[The British Society for Rheumatology Biologics Register (BSRBR)\]. The primary aim of this register is to monitor the long-term safety of anti-TNF therapies \[[@B18], [@B19]\]. Using data from patients enrolled in this register, in this study we set out to compare baseline characteristics between those working and those who were classified as work disabled at the time of enrolment with the register and to describe the change in working status over 3 years among patients with RA, PsA and AS. Additionally, within the anti-TNF-treated RA cohort, we aimed to identify factors measured at baseline or within the first 6 months of anti-TNF therapy, which predicted new work disability. Finally, we compared the rates of new work disability between a group of patients with RA receiving anti-TNF therapy and a biologic-treatment-naïve group receiving standard DMARD therapy.

Patients and methods
====================

Anti-TNF cohort
---------------

Consecutive patients with RA, PsA and AS registered with the BSRBR between 1 October 2001 and 31 December 2005 were included in this study. Patients had recently (within 6 months) started infliximab, etanercept or adalimumab at enrolment in the register. In the UK, anti-TNF therapy may be prescribed to patients with active RA {28-joint disease activity score (DAS-28) \>5.1; \[[@B20]\]} despite previous therapy with at least two conventional DMARDs, one of which should be MTX \[[@B21]\]. For AS and PsA, no national guidelines were published until 2004. These guidelines now recommend that patients with AS are eligible for anti-TNF therapy if they have failed conventional treatment (i.e. \>2 NSAIDs) and if they have active disease \[Bath AS Disease Activity Index (BASDAI) \>4 units and visual analogue scale (VAS) spinal pain \>4 cm in the last week\] on two occasions at least 4 weeks apart without any change of treatment. Anti-TNF therapy may be given to patients with PsA who fail two DMARDs and have active disease, defined as ≥3 tender and ≥3 swollen joints.

RA control cohort
-----------------

In addition to the anti-TNF cohort, the BSRBR is recruiting a parallel cohort of biologic-naïve patients with active RA. Control patients were recruited from 20 hospitals across the UK if they had RA, were receiving a DMARD, had no history of exposure to biologic therapies and were felt to have active disease (a guide DAS-28 of at least 4.2 was recommended although patients may have had lesser disease activity). Data collection was identical to that of the anti-TNF cohort with the exception of the HAQ at baseline, which was posted directly to the patient's home for completion and returned by post.

Clinical data
-------------

Detailed data are collected from the hospital at the start of anti-TNF therapy (or registration in the DMARD control cohort), then 6 monthly for 3 years and annually thereafter. Data collected at each time point include information on anti-rheumatic therapies, disease activity (DAS-28 for RA and PsA, and the VAS for spinal pain and the BASDAI \[[@B22]\] for patients with AS) and details of adverse events. In addition, patients complete a questionnaire that includes the HAQ adapted for the UK \[[@B23]\] at baseline and 6 monthly thereafter for 3 years.

Working status
--------------

At baseline and 3 years after inclusion into the register, all patients were sent postal questionnaires which asked two questions regarding their working status. First, patients were asked to describe their current occupation. Secondly, patients were asked to describe their working status as: (i) working full-time, (ii) working part-time, (iii) working full-time in the home, (iv) unemployed but seeking work, (v) not working due to ill health/disability (i.e. work disabled), (vi) student or (vii) retired. Since a number of patients recorded that they were retired at baseline and that they were work disabled at follow-up, we decided to re-classify these patients as work disabled at baseline. Job titles were coded using national Standard Occupational Class codes \[[@B24]\] and were then used to differentiate between manual (e.g. carpenter and farmer) and non-manual jobs (e.g. receptionist and civil servant).

The study was approved by the North West Multicentre Research Ethics Committee, and all subjects gave their written consent for participation.

Statistical analyses
====================

Analysis was restricted to patients aged \<62 years and those with complete data on working status at baseline and at follow-up. In each of the four patient cohorts (i.e. anti-TNF RA/AS/PsA and RA controls) baseline demographic and disease-related characteristics were compared between those who were working either full-time or part-time (i.e. working) and those who were work disabled using the *t*-test for normally distributed data and Mann--Whitney U-test for non-normally distributed data. Categorical data were compared using the chi-square test. Predictors of new work disability at follow-up among patients with RA in the anti-TNF therapy group, who were working at the start of anti-TNF therapy, were identified using univariate and multivariate logistic regression. Covariates included baseline age, gender, disease duration, HAQ score, job type and EULAR good response and DAS-28 remission at 6 months (DAS-28 \< 2.6). Variables were included in the multiple regression model if *P* \< 0.1 in the univariate regression analyses. Since data in the anti-TNF therapy RA group were missing at random for baseline HAQ score (4.0%), baseline disease duration (0.7%) and 6-month DAS-28 score (13%), missing data were imputed applying multiple imputation analyses (number of repeated imputations = 5) \[[@B25]\]. The following variables were included in the imputation analyses: age, gender, DAS-28 at baseline and at 6 months, HAQ score at baseline and at 6 months, disease duration at baseline and working status at 3 years. Subsequently, actual DAS-28 scores and imputed DAS-28 scores of missing data were then used to define whether patients were in remission (DAS-28 \< 2.6 at 6 months) or had a good response to anti-TNF therapy at 6 months based on the EULAR criteria for good response (i.e. at 6 months DAS-28 \< 3.2 and an improvement of DAS-28 \> 1.2 after starting anti-TNF therapy) \[[@B26]\].

Multivariate logistic regression analysis was used to assess the relationship between treatment (conventional DMARD treatment *vs* anti-TNF treatment) and new work disability at follow-up in patients with RA initially working at baseline. Since baseline characteristics differed significantly between the RA anti-TNF therapy and RA control cohort, data were adjusted for those variables with *P* ≤ 0.1 and/or if the variable had an important influence on the effect of treatment (\>10% change in OR).

Imputations were described as above to impute data missing at baseline, the imputations being performed in the RA control cohort and the RA anti-TNF therapy cohort separately. All analyses were carried out using STATA 9.0 (StataCorp, College Station, Texas, USA).

Results
=======

Baseline characteristics
------------------------

The study population included 3291 consecutive patients with RA, 254 patients with PsA and 229 patients with AS who started anti-TNF therapy. In addition, 379 patients with RA were registered as DMARD controls during that same period of time. [Table 1](#T1){ref-type="table"} shows the baseline characteristics of these four cohorts of patients. The AS and PsA patients tended to be younger than the RA anti-TNF cohort and the RA control cohort (median age at baseline, respectively, 43, 46, 53 and 54 years). Around three-quarters of the RA cohort and just over one-half of the PsA cohort were female. As expected, the majority of the AS cohort was male (79%). At baseline, 1236 of 3291 (37.6%) patients in the RA anti-TNF therapy cohort were working and 1627 of 3291 (49.4%) were work disabled ([Table 1](#T1){ref-type="table"}). Compared with the RA anti-TNF therapy cohort, a smaller proportion of patients were not able to work due to ill health and a greater proportion was working in all other patient cohorts ([Table 1](#T1){ref-type="table"}). T[able]{.smallcaps} 1Baseline characteristics of patients included in the RA control cohort and the three anti-TNF therapy cohorts (RA, PsA and AS)ControlAnti-TNF therapy*n*^a^RA cohort*n*^a^RA cohort*n*^a^PsA cohort*n*^a^AS cohortAge    Mean ([s.d]{.smallcaps}.), years37952 (8)329150 (9)25445 (9)22944 (10)    Median (IQR)54 (47--58)53 (45--57)46 (39--53)43 (37--51)Gender (female), *n* (%)379289 (76.3)32912557 (77.7)254145 (57.1)22948 (21.0)Disease duration    Mean ([s.d]{.smallcaps}.), years3778 (9)327213 (9)25114 (9)22914 (10)    Median (IQR)4 (1--13)11 (6--18)13 (7--19)13 (6--21)HAQ score    Mean ([s.d]{.smallcaps}.)3491.3 (0.8)31372.0 (0.6)2401.8 (0.7)1184.7 (1.6)    Median (IQR)1.4 (0.8--1.9)2.0 (1.6--2.4)1.9 (1.4--2.3)1.5 (1.0--2.0)DAS-28    Mean ([s.d]{.smallcaps}.)3645.0 (1.5)32336.6 (1.0)2375.9 (1.3)    Median (IQR)5.0 (4.1--6.1)6.6 (5.9--7.3)6.0 (5.2--6.8)BASDAI    Mean ([s.d]{.smallcaps}.)1627.0 (1.8)    Median (IQR)7.2 (5.9--8.4)VAS spinal pain    Mean ([s.d]{.smallcaps}.), mm11966 (28)    Median (IQR)75 (50--85)anti-TNF therapy3291254229    Infliximab, *n* (%)1558 (47.3)152 (59.8)125 (54.6)    Etanercept, *n* (%)1109 (33.7)71 (28.0)91 (39.7)    Adalimumab, *n* (%)624 (19.0)31 (12.2)13 (5.7)Working status    Working full-time, *n* (%)107 (28.2)741 (22.5)103 (40.6)99 (43.2)    Working part-time, *n* (%)70 (18.5)495 (15.0)28 (11.0)26 (11.4)    Working in the home, *n* (%)24 (6.3)167 (5.1)4 (1.6)2 (0.9)    Unemployed but  seeking work, *n* (%)3 (0.8)20 (0.6)2 (0.8)2 (0.9)    Work disabled, *n* (%)135 (35.6)1627 (49.4)99 (39.0)94 (41.1)    Student, *n* (%)3 (0.8)19 (0.6)4 (1.6)1 (0.4)    Retired, *n* (%)37 (9.8)222 (6.8)14 (5.5)5 (2.2)[^1]

Work-disabled *vs* working patients
-----------------------------------

[Table 2](#T2){ref-type="table"} shows the baseline demographic and clinical characteristics of working and work-disabled patients for each patient cohort. Except in the PsA anti-TNF therapy cohort, work-disabled patients were significantly older than working patients. In the RA and PsA anti-TNF therapy cohorts, work-disabled patients were also more likely to be women. Disease duration was similar between work-disabled and working patients in the AS and PsA anti-TNF therapy cohorts, but was significantly longer for work-disabled patients than working patients in both RA cohorts. In all patient cohorts, work-disabled patients were more disabled (higher HAQ score) and had a higher DAS, i.e. DAS-28 or BASDAI score, than working patients at baseline. T[able]{.smallcaps} 2Comparison of baseline characteristics between working and work-disabled patients in the RA control cohort and within each anti-TNF therapy cohortControlAnti-TNF therapyRA cohortRA cohortPsA cohortAS cohortWorking *n*^a^ = 177Work disabled *n*^a^ = 135*P*-value\*Working *n*^a^ = 1236Work disabled *n*^a^ = 1627*P*-value\*Working *n*^a^ = 131Work disabled *n*^a^ = 99*P*-value\*Working *n*^a^ = 125Work disabled *n*^a^ = 94*P*-value\*Age    Mean ([s.d]{.smallcaps}.), years49 (9)54 (6)\<0.00148 (9)52 (7)\<0.00144 (9)46 (9)0.20042 (10)45 (9)0.020    Median (IQR)^b^52 (44--56)55 (51--58)49 (42--55)54 (48--57)45 (39--50)46 (38--53)43 (35--50)45 (38--53)Gender (female), *n* (%)130 (73)94 (70)0.458913 (74)1267 (78)0.01358 (44)71 (72)\<0.00122 (18)22 (23)0.289Disease duration    Mean ([s.d]{.smallcaps}.)7 (8)9 (10)0.01312 (8)14 (9)\<0.00113 (9)13 (8)0.82714 (10)14 (10)0.656    Median (IQR)^b^3 (1--10)5 (1--15)10 (5--17)12 (7--19)11 (7--19)13 (6--19)12 (5--20)14 (6--22)HAQ score    Mean ([s.d]{.smallcaps}.)1.0 (0.7)1.9 (0.6)\<0.0011.7 (0.6)2.2 (0.4)\<0.0011.5 (0.6)2.1 (0.5)\<0.0011.2 (0.8)1.8 (0.5)\<0.001    Median (IQR)^b^1.0 (0.4--1.4)1.9 (1.5--2.3)1.8 (1.4--2.1)2.3 (2--2.5)1.5 (1--2)2.1 (1.9--2.5)1.3 (0.6--1.9)1.8 (1.5--2.1)DAS-28    Mean ([s.d]{.smallcaps}.)^c^4.6 (1.4)5.4 (1.5)\<0.0016.4 (1.0)6.7 (1.0)\<0.0015.8 (1.2)6.1 (1.2)0.041    Median (IQR)4.7 (3.7--5.6)5.6 (4.4--6.5)6.4 (5.8--7.0)6.7 (6.0--7.4)5.9 (5.1--6.5)6.2 (5.4--7.0)BASDAI    Mean ([s.d]{.smallcaps}.)6.6 (2.0)7.6 (1.5)0.001    Median (IQR)^b^6.7 (5.4--8.1)7.5 (6.6--8.7)VAS spinal pain    Mean ([s.d]{.smallcaps}.), mm64 (25)70 (29)0.076    Median (IQR)^b^71 (50--80)78 (56--93)[^2]

Change in working status during follow-up
-----------------------------------------

At baseline, 1050 of 1669 working patients reported that they were working full-time. Seventy-six per cent of these patients were still working full-time 3 years after inclusion, ranging from 71% in the RA control cohort to 88% in the AS anti-TNF cohort ([Table 3](#T3){ref-type="table"}). Of the 1236 patients in the RA anti-TNF therapy group working at baseline, 996 (80.6%) were still working after 3 years and 112 (9.1%) became work disabled ([Table 3](#T3){ref-type="table"}). Among the 1627 patients in this group who were not working due to ill health at baseline, only 66 (4.1%) were working again 3 years after commencing anti-TNF therapy. During follow-up, 5.1% (9 of 177) of working patients in the RA control cohort became work disabled and 3.0% (4 of 135) of work-disabled patients started to work again. In the PsA and AS anti-TNF therapy cohorts, these percentages were, respectively, 6.9% (9 of 131) and 6.1% (6 of 99) in the PsA group and 4.0% (5 of 125) and 8.5% (8 of 94) in the AS cohort. Of all 135 working patients who became work disabled during follow-up, 50 (37%) had a manual job at inclusion in the register. T[able]{.smallcaps} 3Change in working status over 3 yearsWorking at baselineWork disabled at 3 years, *n* (%)Work disabled at baselineWorking at 3 years, *n* (%)Working full-time at baselineWorking full-time at 3 years, *n* (%)RA control group177→9 (5.1)135→4 (3.0)107→76 (71.0)RA anti-TNF group1236→112 (9.1)1627→66 (4.1)741→545 (73.5)PsA anti-TNF group131→9 (6.9)99→6 (6.1)103→85 (82.5)AS anti-TNF group125→5 (4.0)94→8 (8.5)99→87 (87.9)

Predictors of work disability
-----------------------------

In working patients in the RA anti-TNF therapy cohort, a higher HAQ score and having a manual job at baseline, but not age, gender, disease duration or a good EULAR response at 6 months, were associated with new work disability at follow-up ([Table 4](#T4){ref-type="table"}). In the multivariate analyses, high HAQ score and a manual job were strong predictors of new work disability at follow-up. T[able]{.smallcaps} 4Predictors of new work disability in patients with RA who were working at the start of anti-TNF therapyUnivariate analysisMultivariate analysesOR (95% CI)*P*-valueOR (95% CI)*P*-valueFMIAge1.02 (1.00, 1.04)0.1001.02 (0.99, 1.04)0.1880.001Gender, female *vs* male1.01 (0.65, 1.58)0.961Disease duration at baseline1.01 (0.99, 1.04)0.232HAQ score2.79 (1.89, 4.12)\<0.0012.86 (1.90, 4.30)\<0.0010.016DAS-28 remission at 6 months0.55 (0.31, 0.99)0.0460.75 (0.41, 1.39)0.3610.109DAS-28 good response at 6 months0.66 (0.42, 1.04)0.073Manual job2.31 (1.52, 3.52)\<0.0012.53 (1.64, 3.91)\<0.0010.000[^3]

Compared with the use of conventional DMARD therapy, the use of anti-TNF therapy did not prevent patients with RA from becoming work disabled \[crude OR conventional DMARD therapy *vs* anti-TNF therapy 0.55; 95% CI 0.28, 1.12; *P* = 0.101 and adjusted OR 0.80; 95% CI 0.36, 1.81; *P* = 0.596 (adjusted for HAQ score, DAS-28 and manual job at baseline)\]. However, patients in the anti-TNF group who were in remission 6 months after commencing anti-TNF therapy were less likely to become work disabled 3 years after inclusion in the register.

Discussion
==========

In this study we found that, in all three anti-TNF-treated patient cohorts, work disability rates were already high at entry into the register ranging from 39 to 49%. These percentages are similar to those previously reported for populations with long-standing RA, PsA and AS \[[@B1]\]. It should be noted that this particular cohort of patients receiving anti-TNF therapy already had severe disease at entry to the study due to the UK prescribing guidelines for such therapies. In addition, after only a median disease duration of 4 years, already 36% of the DMARD control group were work disabled, again demonstrating that work disability occurs early in RA. At baseline, both functional disability and disease activity were much worse in patients who were work disabled compared with those who were working full- or part-time. This observation was seen in all four patient cohorts and resembles that found in previous publications \[[@B1]\].

Most previous studies investigating the effects of anti-TNF therapy on employment status were conducted in cohorts of patients with RA \[[@B11], [@B27], [@B28]\], whereas less is known about the effect of anti-TNF treatment on work disability among patients with PsA \[[@B16]\] or with AS \[[@B14], [@B17]\].

In a 24-week clinical trial of infliximab in patients with AS \[[@B17]\], there was no change in employment. On the other hand, in a small UK descriptive study of patients with AS, the use of anti-TNF therapy was associated with increased gainful employment \[[@B14]\]. In this latter study, 21% of work-disabled patients started to work again after anti-TNF therapy, which was higher than in our study (8.5%). This difference may, in part, be explained by the possible inclusion in our study of people who had never had a paid job and/or were not seeking a paid job in our study but described themselves as not able to work due to ill health, thus increasing the number of patients in the denominator.

In our study with a follow-up duration of 3 years, the number of working patients with PsA who became work disabled (*n* = 9) was slightly higher than the number of work-disabled patients who started to work again (*n* = 6). In a short-term study of patients with PsA, treatment with infliximab did not improve employment status or employability (i.e. patients who felt well enough to work if a job became available) \[[@B16]\]. However, in both this short-term study of PsA and the study of AS \[[@B17]\], productivity increased significantly in the anti-TNF therapy-treated group compared with the control group.

Among the 1108 working patients with RA in the anti-TNF therapy cohort at baseline, 996 were still working 3 years after inclusion in the register and 112 became work disabled. Patients with worse functional disability and a manual job at the start of anti-TNF therapy were more likely to become work disabled during follow-up; factors often found to be associated with work disability in patients with RA \[[@B1]\]. We did not perform such analyses in the PsA and the AS patient groups because of the small number of working patients at baseline who became work disabled after 3 years in these two patient cohorts.

It is unclear whether or not anti-TNF therapy is more effective in the prevention of new work disability in patients with long-standing RA when compared with standard DMARDs. In a previous study, a beneficial effect of etanercept use on the prevention of work disability in patients with RA was found comparing data from a clinical trial with that of an observational cohort \[[@B13]\]. In contrast, we did not find an association between anti-TNF therapy treatment and less work disability, a result similar to that of the two other observational studies of patients with long-standing RA (mean disease duration \>10 years \[[@B11], [@B12]\]). It is not clear whether the discrepancies between these studies are due to differences with anti-TNF-treated cohorts (i.e. clinical trial *vs* observational data), the difference between DMARD control groups within each study or residual confounding.

Previous studies have shown that severe joint damage is associated with irreversible disability and the ability to improve this disability declines with disease duration \[[@B29]\]. Even if patients with long-standing RA respond to anti-TNF therapy, the likelihood of regaining employment is very low \[[@B30]\]. Therefore, it is important to investigate the effect of anti-TNF therapy in patients with early arthritis. In two published clinical trials, one performed in the UK \[[@B15], [@B28]\] and one international study, of anti-TNF therapy in early RA (mean disease duration \<1 year) employment/job loss rates did not differ between the placebo plus MTX group and the anti-TNF plus MTX treatment group. However, patients in the anti-TNF therapy groups lost fewer workdays, increased productivity and were more likely to be employable. The results from the international clinical trial showed that, in multivariate regression analyses, treatment did not predict employability, whereas response to treatment did. In our study, we also found an association between response to treatment and reduced work disability in the anti-TNF therapy group. It must, however, be noted that the proportion of missing information was relatively high (i.e. 10%) for the covariate DAS-28 remission at 6 months.

Since the results of our study are based on self-reported data, some of the results must be interpreted with caution. Unfortunately, we do not know the underlying cause of the patients' inability to work because we did not ask specifically about arthritis-related work disability. Patients were considered to be work disabled if they described themselves as not able to work due to ill health at baseline, and therefore may include patients who were on temporary sick leave, or patients who reported that they were retired at baseline and not able to work due to ill health at follow-up. Thus, the percentage of work disability presented in this study might be overestimated. On the other hand, patients who reported that they were retired at baseline may have retired early because of their disease. It is also possible that patients who recorded that they were not working due to ill health had never had a paid job before the onset of their disease, a population often excluded from analyses to estimate work disability rates in previous studies. In addition, since data for this study were obtained over a 5-year period, we do not know whether changes in the economic climate had any influence on the change in working status of the patients.

In summary, there is less future work disability in working patients with RA who respond to anti-TNF therapy. Unfortunately, a high percentage of patients with RA, AS and PsA were already work disabled at the start of anti-TNF therapy and had worse disease activity and more functional disability than patients who were working. Earlier introduction of anti-TNF therapy, resulting in a better response and prevention of irreversible joint damage, may prevent patients with RA, AS and PsA from becoming work disabled in the future.
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[^1]: ^a^Number of patients with available data. IQR: interquartile range.

[^2]: ^a^Number of patients. ^b^Mann--Whitney U-test was used for non-normally distributed data. ^c^*t*-Test for normally distributed data. IQR: interquartile range. *\*P*-value for statistical significance.

[^3]: FMI: fraction of missing information. This measures the relative increase in the uncertainty about the coefficient of interest due to missing data. For example, had we had complete data on all subjects for all variables, the variance of the estimate of the effect of age would decrease by nearly 0.1%, whilst the variance of the estimate of the effect of DAS-28 remission would decrease by 11%. In these analyses, only those working patients at baseline (*n* = 1108) who were either working or work disabled at follow-up were included in the analyses.
